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Abstract
Objectives To develop and evaluate, in a primary care
setting, a computerised system for generating tailored
letters about smoking cessation.
Design Randomised controlled trial.
Setting Six general practices in Aberdeen, Scotland.
Participants 2553 smokers aged 17 to 65.
Interventions All participants received a
questionnaire asking about their smoking. Participants
subsequently received either a computer tailored or a
non-tailored, standard letter on smoking cessation, or
no letter.
Main outcome measures Prevalence of validated
abstinence at six months; change in intention to stop
smoking in the next six months.
Results The validated cessation rate at six months was
3.5% (30/857) (95% confidence interval 2.3% to 4.7%)
for the tailored letter group, 4.4% (37/846) (3.0% to
5.8%) for the non-tailored letter group, and 2.6%
(22/850) (1.5% to 3.7%) for the control (no letter)
group. After adjustment for significant covariates, the
cessation rate was 66% greater ( − 4% to 186%;
P = 0.07) in the non-tailored letter group than that in
the no letter group. Among participants who smoked
< 20 cigarettes per day, the cessation rate in the
non-tailored letter group was 87% greater (0% to
246%; P = 0.05) than that in the no letter group.
Among heavy smokers who did not quit, a 76%
higher rate of positive shift in “stage of change”
(intention to quit within a particular period of time)
was seen compared with those who received no letter
(11% to 180%; P = 0.02). The increase in cost for each
additional quitter in the non-tailored letter group
compared with the no letter group was £89.
Conclusions In a large general practice, a brief
non-tailored letter effectively increased cessation
rates among smokers. A tailored letter was not
effective in increasing cessation rates but promoted
shift in movement towards cessation (“stage of
change”) in heavy smokers. As a pragmatic tool to
encourage cessation of smoking, a mass mailing of
non-tailored letters from general practices is more
cost effective than computer tailored letters or no
letters.

Introduction
Cigarette smoking continues to be a major preventable
source of illness and premature death in Scotland.
Intensive, expert-led interventions have relatively high
success rates but reach only a small proportion of
smokers. The real potential for reducing the national
prevalence of smoking lies in the widespread
implementation of brief interventions.1 2 However,
there are constraints on effective health promotion by
primary healthcare professionals, particularly lack of
time and skills.3 Consequently effective, low cost
interventions in primary care that require only
minimal input from health professionals should be
sought.

Two studies in North America investigated compu-
ter generated personalised letters as a method of
encouraging smoking cessation.4 5 Such letters allow
smokers to receive expert input without much demand
on health professionals’ time. The findings were
positive but can only be regarded as preliminary. The
numbers of participants were small, and in neither
study were smokers’ claims to have stopped smoking
validated biochemically. We were encouraged by the
results of these studies, but believed that a larger study,
with biochemical validation, was needed on a
population with a wider socioeconomic range.

We hypothesised that computer tailored letters
would be more effective and cost effective than
non-tailored letters in helping smokers to stop. We
planned subgroup analyses—light versus heavy smok-
ers, and intention versus no intention to quit in the
next six months—because the two previous studies had
indicated differential effects according to heaviness of
smoking and readiness to quit.

Methods
Our randomised controlled trial compared the effect
on smoking cessation of a computer tailored letter, a
non-tailored letter, and no letter. Ethical approval was
obtained from the Grampian joint ethical committee.

Interventions
At the start of the study we sent all participants a ques-
tionnaire that asked about their current smoking
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behaviour, attitudes to smoking, perception of barriers
to quitting, and intention to quit in the next six months
or in one month. After we received their questionnaire,
we sent each participant a computer tailored letter, a
non-tailored letter, or just a letter thanking them for
participating in the study (“no letter”).

Tailored letter—We developed a computerised
system for generating tailored letters. The system made
decisions on the text to be included in each
participant’s letter, based on the answers the partici-
pant gave in the questionnaire. The phrases and
decision rules were devised by experts on smoking ces-
sation and on patient information, in collaboration
with the developers of the software. The experts were
informed by their clinical experience and their knowl-
edge of various models of behaviour change,6 in
particular the “stage of change” model of smoking ces-
sation (described below).7 Smokers were first catego-
rised according to their intention to stop smoking and
their “decisional balance” (their rating of the pros and
cons of smoking). This determined the main topics to
be included in the letters, which were further personal-
ised in response to other answers in the questionnaire.

Non-tailored letter—This was essentially a default tai-
lored letter produced by scanning a blank question-
naire. To this extent, both interventions were expert
interventions, based on a considerable input of time,
knowledge, and experience.

No letter—We sent control participants a letter
thanking them for their participation and informing
them that they would receive material at the end of the
study (either a tailored or a non-tailored letter, should
either have been shown to be effective).

How the letters were tailored

Overall structure of the letters
Letters were printed on four A5 sized pages (one piece
of A4 paper folded in half). The front page contained
introductory text and the middle pages contained most
of the tailored information. The back page was selected
from 16 possible versions. Information was tailored on
two levels: overall content was based on category of
smoker, while specific text within sections was
determined by each participant’s specific answers to
the questionnaire.

Categories of smoker
Smokers’ “stage of change” was determined using the
standard questions “Are you intending to stop
smoking in the next six months?” (No = a
“pre-contemplator”) and “If yes, are you intending to
stop smoking within the next month?” (No = a
“contemplator”, yes = a “preparer”).

Pre-contemplators were further divided into three
categories.
Category 1—answered “no” to the question “Would you
like to stop smoking if it was easy?”
Category 2—answered “yes” or “not sure” to the
question “Would you like to stop smoking if it was
easy?” and had a mixed or negative “decisional
balance.” (Decisional balance refers to the things the
smoker likes and dislikes about smoking and the
weighting put on them. It can be positive (the dislikes
outweigh the likes), negative (the likes outweigh the
dislikes), or mixed. We assumed that someone with a
positive decisional balance is well motivated to stop.)

Category 3—answered “yes” or “not sure” to the
question “Would you like to stop smoking if it was
easy?” and had a positive decisional balance.

Contemplators and preparers were also divided
into two further categories according to their
decisional balance (see box).

Content of the letters
All the letters apart from those for smokers in category
1 were based on five possible sections.
(1) An introductory paragraph focusing on the inten-
tion or desire to stop smoking and how to achieve this.
(2) Motivation, with three possible parts:
x A comment on the reasons given for liking and dis-
liking smoking
x A paragraph on each of the three most important
reasons for disliking smoking
x A health message for those with serious respiratory
or circulatory conditions.
(3) Confidence building, with three possible parts:
x A general message on confidence
x Specific reasons for being confident
x Advice on coping with the three main difficulties
envisaged when stopping.
(4) Advice on stopping:
x “Small steps”: three changes to try in the next
month in preparation for stopping
x Ideas of what to do when planning to stop smoking,
eg pick a date, tell friends
x “Go for it”: list of things that other people have
found useful when they have tried to stop.
(5) Closing section, reiterating the main emphasis of
the letter.

Table 1 shows which sections were selected for cat-
egories 2-7. The detailed content of each section was
tailored according to the answers in individual
questionnaires.

Focus of information for each category
Category 1—The letter acknowledged that the partici-
pant was not currently interested in stopping smoking.
If participants were concerned about their health some
information was given about how stopping smoking
would improve their health. Reasons to be confident of
successfully stopping were listed. If the participant was
a heavy smoker, the use of nicotine replacement was
recommended should they eventually try to stop.

Categorisation of smokers

Category 1 (pre-contemplator)—would not like to stop
even if it was easy
Category 2 (pre-contemplator)—would like (or unsure
whether) to stop if it was easy, and has a mixed or
negative decisional balance
Category 3 (pre-contemplator)—would like (or unsure
whether) to stop if it was easy, and has a positive
decisional balance
Category 4 (contemplator)—mixed or negative
decisional balance
Category 5 (contemplator)—positive decisional
balance
Category 6 (preparer)—mixed or negative decisional
balance
Category 7 (preparer)—positive decisional balance
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Category 2—These participants indicated that they
might like to stop smoking but did not seem to be
highly motivated. The main aim of the letter was there-
fore to increase motivation. It also aimed to increase
confidence in their ability to stop and suggested
strategies for coping with any envisaged difficulties
should they decide to try to stop.

Category 3—These participants were aware of the
negative aspects of smoking but possibly lacked confi-
dence in their ability to stop. The main aim of the letter
was therefore to increase confidence by addressing
some of the difficulties they might face should they try
to stop. It also suggested three simple preparatory
“small steps” to an attempt at cessation.

Categories 4 and 5—Advice was given on planning
an attempt to quit, including choosing a date for stop-
ping. The letter also gave information aimed at
maintaining motivation and increasing confidence.
Additional motivational text was included for partici-
pants in category 4.

Categories 6 and 7—The main focus was specific
advice on how to stop smoking. The letter also
included information to reinforce reasons for stopping
and to boost confidence.

Second level tailoring
Within each section, inclusion of text was based on
participants’ answers to the questionnaire. The follow-
ing are examples of tailoring at this level.
x The level of importance of the confidence messages
was determined by how confident the person felt about
stopping smoking. If they were not at all confident, the
confidence messages were given a high level of
importance.
x Reasons for liking and disliking smoking were item-
ised; these were based on the participant’s answers.
x The three main barriers that make it difficult for a
participant to stop were inferred from answers to ques-
tions about the difficulty of stopping, reasons for
returning to smoking, and what they liked about smok-
ing. The text aimed to provide support in overcoming
these barriers.
x The age and sex of a participant were taken into
consideration when ideas about types of exercise they
might like to take were given.

Recruitment
We recruited participants from smokers aged 17 to 65
years registered at six general practices in Aberdeen.
From the computerised records of the practices we
identified 7427 patients, who were sent a covering let-
ter, a consent form, and a questionnaire to collect
information to form the basis of the tailoring. We sent
two reminders at intervals of three weeks.

Assignment and mailing of the letters
The unit of randomisation was the individual
participant. After the questionnaires and consent
forms were returned, we randomised the participants
to the groups using computer generated random
numbers. We mailed materials appropriate to each
group immediately after randomisation.

Follow up
Follow up at six months was by postal questionnaire,
with two reminders at intervals of three weeks. We
attempted telephone follow up of non-respondents.

Outcome measures
The main outcome measure was point abstinence at six
months, defined as a negative response to the question
“Have you smoked a cigarette, even a puff, in the last
seven days?” We validated self reports of smoking ces-
sation by salivary cotinine assay.8 Participants lost to
follow up and those whose report of cessation could
not be confirmed biochemically were classed as
continuing smokers.

We also measured movement in “stage of change”
with respect to smoking, analysed as either a positive
shift or null shift (no change or negative shift). Partici-
pants’ initial stage of change was obtained from the
postal questionnaire and classified as pre-
contemplator (no intention to quit in the next six
months), contemplator (intending to quit in the next
six months), or preparer (intending to quit in the next
month). Initial stage of change was compared with the
intention reported in the final follow up questionnaire
(final stage of change). We excluded non-validated
quitters because their final stage of change could not
be categorised. The main economic outcome measure
was cost effectiveness, expressed as the cost for each
additional non-smoker at six months.

We used the point abstinence rate at six months to
determine sample size. We estimated the expected rate
in the control group at 8%, based on reported rates of
between 7% and 11% in randomised controlled trials
of smoking cessation interventions in primary care.9–11

Given the low level of input from health professionals
required by the intervention, even a modest increase in
the cessation rate would be clinically worthwhile. We
therefore chose an increase from 8% to 13% as being
worthwhile. To detect this difference with a power of
80% at the 95% significance level required 590 partici-
pants in each group.

Methods of analysis
We used ÷2 tests to analyse categorical variables. Data
on continuous variables were tabulated as means and
standard deviations. Differences between groups were
assessed by using analysis of variance. We used
multiple logistic regression to assess relations between
outcomes and group membership.12 Analyses were
adjusted for age, sex, level of social deprivation, heavi-
ness of smoking, time to first cigarette of the day, and

Table 1 Sections of the letter that were selected for each
category

Category

2 3 4 5 6, 7

Introduction Œ Œ Œ Œ Œ
Motivation:

Likes and dislikes Œ Œ Œ Œ Œ
Main reasons for stopping Œ Œ
Health message ? ? ? ? ?

Confidence boosting:

General confidence message ? ? ? ? ?

Specific confidence message ? ? ? ? ?

Advice on coping with difficulties Œ Œ Œ Œ Œ
Advice:

“Small steps” Œ Œ
On stopping Œ Œ
“Go for it” Œ

Closing section Œ Œ Œ Œ Œ

Œ=section included.
?=section may or may not be included depending on answers given in the
questionnaire.
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initial stage of change. Multiple logistic models tested
for interaction terms for heaviness of smoking by
group and initial stage of change by group. Logistic
models were assessed for each of the four subgroups

defined by heaviness of smoking ( < 20 and >20
cigarettes per day) and initial stage of change
(pre-contemplator and contemplator or preparer).

Results
Response rates and overall cessation rates
Figure 1 shows the flow of participants through the
study. The number of valid mailings after exclusion of
those sent to the wrong address or to participants who
were currently non-smokers or who were excluded was
6155. Of the 6155 valid mailings, 2612 responses were
valid (42.4%). A total of 2553 participants did not with-
draw, and the follow up rate was 78.1% (1995/2553).

A total of 154 (6.0%) participants claimed to have
stopped smoking after the intervention. The research
nurse tried to contact these participants to obtain a
salivary sample for biochemical validation. Samples
were obtained from 99 participants; one sample was
lost in the laboratory. Seven participants refused to
give a sample, 33 had started smoking again before a
sample could be obtained, eight could not be
contacted, and a suitable appointment could not be
arranged for another seven. Eighty nine participants
were validated as having stopped smoking, giving an
overall validated cessation rate of 3.5% (89/2553).

Characteristics of respondents
There were no significant differences between the
groups in age, sex, level of social deprivation, or initial
stage of change. The percentage of heavy smokers was
significantly higher in the tailored letter group than in
the non-tailored letter group, which had the lowest
proportion of heavy smokers.

Outcomes
Sex, age, and heaviness of smoking were not associated
with cessation, but there was a significant inverse
association with level of social deprivation. Participants
whose initial stage of change was contemplator or pre-
parer were more likely to have stopped than
pre-contemplators, as were participants who had their
first cigarette later in the day (table 2).

Validated cessation rates were 3.5% (30/857; 95%
confidence interval 2.3% to 4.7%) in the tailored letter
group, 4.4% (37/846; 3.0% to 5.8%) in the non-tailored
letter group, and 2.6% (22/850; 1.5% to 3.7%) in the
control group. After adjusting for confounding
variables, we found that participants receiving a
non-tailored letter were 66% more likely to have quit
than those receiving no letter ( − 4% to 186%; P = 0.07),
and participants receiving a tailored letter were 39%
more likely to have quit than those receiving no letter
( − 21% to 146%; P = 0.25). After adjustment for
confounding variables, participants who received
either a tailored or non-tailored letter were 53% more
likely to have quit than those receiving no letter (–7%
to 151%; P = 0.09).

Among participants who smoked < 20 cigarettes a
day, those who received a non-tailored letter were 87%
more likely to have quit than those who received no
letter (table 3). Among participants who smoked >20
cigarettes a day and among pre-contemplators there
were no differences between either the tailored letter
group or the non-tailored letter group and the no let-
ter group. On the other hand, contemplators or
preparers who received the non-tailored letter had a

Participants identified as smokers from searches
of practices' computerised records

(n=7427)

Registered participants
(n=2612)

Not randomised
(n=2)

869 received standard
letter as allocated

870 received computer
tailored letter as allocated

Control group
(no intervention)

(n=871)

At 6 months follow up:
23 withdrawn

213 lost to follow up

At 6 months follow up:
13 withdrawn

200 lost to follow up

At 6 months follow up:
21 withdrawn

145 lost to follow up

846 completed the trial*

*Participants lost to follow up were assumed to be continuing smokers and were included as such in the analyses

857 completed the trial* 850 completed the trial*

Questionnaires returned (n=4123)
  415 not known at this address
  816 not currently smoking
  239 declined to participate
  41 excluded

Randomisation

Flow of participants through the study

Table 2 Results of logistic modelling of validated smoking cessation (n=2553)

Unadjusted Adjusted

Regression ratio
(95% CI) P value

Regression ratio
(95% CI) P value

Intervention:

Tailored letter v no letter 1.37 (0.78 to 2.39) 0.28 1.39 (0.79 to 2.46) 0.25

Non-tailored letter v no letter 1.72 (1.01 to 2.94) 0.05 1.66 (0.96 to 2.86) 0.07

Age (v +10 years)* 1.05 (0.88 to 1.24) 0.62 1.12 (0.94 to 1.34) 0.20

Males v females 1.35 (0.88 to 2.06) 0.17 1.46 (0.94 to 2.27) 0.09

Level of social deprivation:

1 v 5 2.53 (1.20 to 5.34) 0.02 2.07 (0.97 to 4.44) 0.06

2 v 5 1.93 (1.02 to 3.66) 0.04 1.63 (0.85 to 3.14) 0.14

3 v 5 0.55 (0.07 to 4.24) 0.56 0.49 (0.06 to 3.84) 0.50

4 v 5 1.32 (0.66 to 2.64) 0.43 1.17 (0.58 to 2.36) 0.67

Time to first cigarette (minutes):

6-30 v <5 1.32 (0.74 to 2.34) 0.34 1.02 (0.56 to 1.85) 0.95

31-60 v <5 1.24 (0.55 to 2.78) 0.61 0.78 (0.33 to 1.84) 0.57

>60 v <5 3.60 (1.94 to 6.66) 0.0001 2.40 (1.21 to 4.76) 0.01

Heaviness of smoking†:

<20 v >20/day 0.59 (0.35 to 1.01) 0.05 0.74 (0.41 to 1.34) 0.32

Initial stage of change**:

Contemplator or preparer v
pre-contemplator

3.49 (2.26 to 5.40) 0.0001 3.22 (2.06 to 5.02) 0.0001

*Age was modelled as a continuous variable, the relative risk being calculated for an increase in age of
10 years.
†Test for heaviness of smoking by group interaction: P=0.26.
**Test for initial stage of change by group interaction: P=0.38.
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higher cessation rate than those who received no letter
(P = 0.08).

Shift in stage of change among participants who did not
stop smoking
Among participants who did not stop smoking, heavy
smokers who received the tailored letter were 76%
more likely (11% to 180%) to have made a positive shift
in stage of change compared with those who received
no letter (table 4).

The follow up questionnaire asked participants if
they remembered receiving the letter, had kept it, or
had found it useful or relevant. Just over a fifth
(146/705) of respondents who did not receive a letter
on smoking cessation “remembered” receiving such a
letter, compared with 64% (422/657) who received a
tailored letter and 46% (290/633) who received a non-
tailored letter (P < 0.001); the difference between the
recollection rates of the tailored and non-tailored letter
groups was also significant (P < 0.01). Participants were
more likely to have kept the tailored letter than the
non-tailored letter (29% (188/657) v 19% (118/633);
P < 0.01). The tailored letter and non-tailored letter
groups did not differ significantly regarding recipients’
perception of the usefulness or relevance of the letter.

Economic evaluation

Cost effectiveness of the non-tailored letter intervention
Thirty seven of the 846 participants who received a
non-tailored letter stopped smoking, compared with
22 of the 850 participants who received no letter. Costs
based on the actual number of participants recruited
indicate that these 15 additional quitters were gained at
a total cost of £464.

Although the analysis was based on only the 846
smokers who responded to the initial contact, cost
effectiveness analysis should also consider the potential
benefits of the intervention to people who did not
respond to the experimental intervention, because in
real life the non-tailored letter would be distributed to
everyone in the target population. The worst case sce-
nario assumes that only the 846 participants were
smokers, giving a cost effectiveness ratio of £89 per
additional quitter. The best case scenario assumes that
all mistargeted participants (that is, those responding
to the initial contact as non-smokers or those who
received wrongly addressed letters) had declared
themselves, leaving the remaining 1219 participants as
smokers. Assuming they behave in a similar manner to

the 846 who received the non-tailored letter, this gives
a cost effectiveness ratio of £37 per quitter.

The value of the intervention in terms of the
expected life years gained can be calculated.13 Using a
discount rate of 5% gives a cost per life year gained of
between £50 and £122.

Discussion
Our main finding was that, compared with no letter,
the non-tailored letter was effective and cost effective in
helping smokers to stop smoking, whereas the compu-
ter tailored letter was not. However, the computer
tailored letter encouraged heavy smokers to move for-
ward in their stage of readiness to consider stopping
smoking.

The cessation rate of 4.4% is low compared with
rates of 19% and 25% in two previous studies of com-
puter generated letters and 21% in a mass media inter-
vention by the Health Education Board for Scot-
land.4 5 14 However, our study had methodological
strengths: it was carried out on a randomly chosen
population who had not actively volunteered to take
part in the intervention and had no special motivation
to quit; it used an intention to treat analysis, with all
participants lost to follow up being classed as continu-
ing smokers; claims of participants to have stopped
smoking were biochemically validated; and the tailored
and non-tailored letters were created from the same
text base.

In contrast, the high rates of cessation in the other
studies were based on self reported cessation, and sub-
jects who dropped out were omitted from the calcula-
tions of rates of continuing smoking. In some studies
the form of the materials used for the control group
was very different from that in the tailored interven-
tion. None of these studies used biochemical validation
of non-smoking. Contrary to the argument that
biochemical validation is unnecessary in brief interven-
tion studies,15 our findings indicate that not validating
cessation results in an overestimate of cessation.
Furthermore, one study based its success rate on a sub-
group of light smokers who had intended to quit
smoking.4 If we had used these methods, our rate of
cessation would have been 20% or more.

Raw et al summarised evidence on the validated
effect of different types of cessation intervention.16 The
most effective is nicotine replacement therapy, which
increases the rate of cessation by 8% at six months.

Table 3 Results of logistic modelling of rates of validated smoking cessation according to heaviness of smoking and initial stage of change

Intervention

Heaviness of smoking Initial stage of change

<20 cigarettes per day >20 cigarettes per day Pre-contemplator Contemplator or preparer

Regression ratio
(95% CI) P value

Regression ratio
(95% CI) P value

Regression ratio
(95% CI) P value

Regression ratio
(95% CI) P value

Tailored letter v control 1.69 (0.89 to 3.22) 0.11 0.80 (0.24 to 2.67) 0.72 1.78 (0.73 to 4.30) 0.20 1.17 (0.55 to 2.46) 0.69

Non-tailored letter v control 1.87 (1.00 to 3.46) 0.05 1.16 (0.36 to 3.69) 0.81 1.47 (0.59 to 3.66) 0.41 1.85 (0.93 to 3.66) 0.08

Table 4 Results of logistic modelling of positive shift (versus no change or a negative change) in stage of change, according to
heaviness of smoking

<20 cigarettes per day >20 cigarettes per day

Intervention Regression ratio (95% CI) P value Regression ratio (95% CI) P value

Tailored letter v control 0.92 (0.67 to 1.25) 0.58 1.76 (1.11 to 2.80) 0.02

Non-tailored letter v control 1.17 (0.87 to 1.56) 0.31 1.10 (0.67 to 1.82) 0.71
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Brief advice from a doctor increases abstinence at six
months by 2-3%. Two validated studies by the British
Thoracic Society found that up to three personalised
but non-tailored letters, from doctors to outpatients in
chest clinics, increased cessation by 2-3%.17 The present
study has found that even one short non-tailored letter
from a patient’s general practice is as effective as these
last two brief interventions.

Can we conclude that tailored letters are not
effective?
Our hypothesis that tailored letters would be more
effective than non-tailored letters was not supported by
the findings. However, using a weaker concept of
tailoring, we might consider that our non-tailored
letter was in fact tailored—or at least personalised—to
some extent. Although the non-tailored letter was not
tailored to individuals, it was more personal than a
general leaflet giving advice on smoking cessation: it
was in a letter format, with the crest of the local univer-
sity and the logo of the patient’s general practice, and
was ostensibly from “the practice.” This degree of per-
sonalisation may account for some of its effect, given
the evidence from the British Thoracic Society’s study
that a non-tailored letter signed by a physician is more
effective than an unsigned control letter.17

The tailored letter was effective in increasing heavy
smokers’ readiness to stop smoking, whereas the non-
tailored letter was ineffective. Although this finding was
from a subanalysis done after the main analysis, it was
significant at the level of P = 0.02. The finding needs to
be confirmed by further investigation but is reported
here because it is potentially important for this group
of smokers, which is held to be little affected by brief
interventions. Progression in stage of change will lead
to eventual cessation for some smokers; in a large
group of smokers it could bring important long term
gains.

Participants were more likely to remember
receiving the tailored letter than the non-tailored
letter, and more likely to keep it. This suggests a poten-
tial advantage of tailored over non-tailored letters.

Previous studies have shown that tailored interven-
tions may be effective only in certain subgroups.18 This
may reflect incomplete knowledge of what information
works for which kind of smokers in the context of a let-
ter or leaflet—tailored information may work only for
certain categories of smoker. In the present study we
got the information right for heavy smokers at an ear-
lier stage of change—cognitive strategies are generally
more appropriate for participants at earlier stages of
change7—and the success of the tailored letter may
reflect the importance it placed on raising confidence
in achieving goals (“self efficacy”) among these
smokers. It is unclear why heavy smokers fared better
than light smokers.

The greater effectiveness of the non-tailored letter
among smokers intending to quit in the next six
months may be due to the fact that all participants in
the non-tailored letter group received specific advice
on how to prepare for and cope with difficulties during
an attempt to quit, whereas many smokers in the
tailored letter group did not receive this behavioural
information. Instead they received more cognitive
input aimed at boosting motivation, confidence, and
self efficacy. Although both cognitive and behavioural

input is appropriate for such smokers,7 letters may be
better suited to conveying behavioural than cognitive
interventions.

The evidence from other studies of tailored
interventions is equivocal. A recent review drew overly
positive conclusions: a critical reading of the source
material shows that, of eight methodologically sound
studies, three showed no effect of tailoring.19 One of
these three was the only trial to compare a one-off tai-
lored letter with both a non-tailored letter and a
control. Of the five successful trials, one was a trial of
“iterative” tailored feedback (successive cycles of
questionnaire and intervention in which the responses
to the questionnaire inform the contents of the next
intervention) and stage-matched manuals, two were of
tailored feedback and nicotine replacement therapy,
one was of a non-tailored booklet and tailored
feedback, and one was of iterative feedback. Even in
these five, as pointed out above, the lack of validation of
self reported cessation brings into question the
reliability of their results.

However, the present study’s findings on the impact
of tailoring on shift in stage of change in heavy smok-
ers, and the fact that recipients of tailored letters were
more likely to remember receiving and to have kept
their letter, suggest that it would be premature to con-
clude that tailoring is ineffective.

Cost effectiveness of the non-tailored letter
The cost per quitter of the non-tailored letter is
estimated at between £37 and £89, which compares very
favourably with other cessation interventions.14 20–22 The
cost effectiveness ratio of the Health Education Board
for Scotland’s mass media intervention was between
£168 and £369, corresponding to a cost per discounted
life year saved of between £304 and £656 (1993 prices).14

However, as pointed out above, this intervention used
self reported quitting. If the true rate of quitting were
lower, the corresponding cost effectiveness would also
have been lower.

The present intervention is highly cost effective.
This is because of the low cost of its delivery. Using
existing data held in general practices means that the
delivery of the information does not require the target
groups to be persuaded to receive the intervention.
Neither does it depend on the input of health
professionals, so staff costs are low.

The potential for implementation of the
non-tailored letter intervention
Intervention by primary care professionals in the form
of brief opportunistic advice increases smoking
cessation by about 2-3% over control intervention,16 23

but its implementation is limited by various constraints
on health professionals.3 In contrast, the 2% increase in
cessation found in the present study could be widely
and easily realised by using the computerised data now
usually held by general practices. Indeed, the quantity
and quality of data on smoking held in general
practices are set to improve as computers become
more user friendly. Soon most practices will be capable
of implementing this type of intervention, which would
be well suited to implementation at the level of primary
care groups or local healthcare cooperatives, and
which could be part of a national strategy on smoking
cessation. Coordinators from the smoking cessation
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services that have recently been set up in all health
authorities and boards could play a central role.

Other potential settings include smoking helplines
and workplaces. The only conditions necessary for
implementation are a political will, a database of
current smokers, and an administrative structure capa-
ble of producing and sending the letters.
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What is already known on this topic

Brief opportunistic advice on stopping smoking
that is given face to face by health professionals
increases rates of cessation by 2-3%

Intensive, expert-led interventions increase
cessation rates by up to 20% or more but are
expensive and reach only a small proportion of
smokers

Written advice tailored to an individual’s “stage of
change” (intention to stop in a particular period of
time) has been claimed to be as effective as
intensive interventions, but previous studies of
tailored written advice did not biochemically
validate cessation

What this paper adds

A simple standard letter sent to patients of general
practices that gave brief advice on stopping
smoking increased the biochemically validated
rate of cessation by 2%

A letter tailored to the individual’s “stage of
change” was not more effective than the
non-tailored standard letter

Although the increase in cessation resulting from
the non-tailored standard letter was small, this
intervention was highly cost effective
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